Initial investigations showed a haemoglobin of 9.9 gldl, with a mean corpuscular volume of 97 fl. The erythrocyte sedimentation rate was 37 mm/h. Her white cell count was 6.2x10 9 /l (10.2% lymphocytes). The chest X-ray showed bilateral apical shadowing with cavitation in the left upper lobe. Bronchoscopy was normal and sputum microscopy was negative for acid-fast bacilli.
In view of the high degree of clinical suspicion that she had tuberculosis she was started on isoniazid, rifampicin and ethambutol. She subsequently developed a severe hypersensitivity reaction and her anti-tuberculous treatment was temporarily discontinued. A test dose of rifampicin led to an acute severe exacerbation of her allergic symptoms. She was discharged from hospital taking ethambutol, isoniazid and pyrazinamide, but discontinued these one week later because of persistent skin irritation.
Three months after her initial presentation sputum culture was positive for M. xenopi subsequently shown to be resistant to isoniazid, rifampicin, pyrazinamide, ethambutol and streptomycin. Treatment was recommenced with isoniazid, ethambutol, streptomycin, and ciprofloxacin. Ciprofloxacin was discontinued temporarily because of a minor skin rash but these antibiotics were subsequently tolerated without evidence of significant hypersensitivity. However her symptoms of productive cough and weight loss and her general clinical condition continued to deteriorate.
Two months later she was investigated for the first time for HIV infection, and was found to be seropositive for anti-HIV-1 antibodies and p24 antigen. When these results became known the patient admitted that she had been an intravenous drug abuser until 1979 but had not wished to reveal this fact to her physicians. She denied exposure to any recognized risk factors after 1979. Her husband has since been shown to be seronegative. At this stage of her illness, after 5 months of intermittent treatment with a variety of antibiotics, M. xenopi could no longer be cultured from the sputum.
The patient subsequently developed pneumocystis carinii pneumonia, oropharyngeal candidiasis, cryptosporidiosis and sclerosing cholangitis. She died 10 months after her first presentation.
Although disseminated M. avium intracellulare infection is a well recognized feature of AIDS, there are only four reports of disseminated M. xenopi infection in AIDS5-7. All of these patients already had coexistent infections suggestive of immunodeficiency and the diagnosis of AIDS was well established prior to the isolation of M. xenopi. Cavernous haemangioma of the scrotum is a rare tumour which requires differential diagnosis from varicocele. We present an additional case of scrotal haemangioma with a family history of similar lesions, pointing to a possible hereditary trait.
Scrotal cavernous haemangioma with a family history of cutaneous angiomata D Keret
M. xenopi has in the past been isolated typically from patients with established lung disease, most often middle-aged maleg8-lO. In rarer instances, it has been associated with conditions leading to immunosuppression such as malignant disease, diabetes mellitus or renal transplantanorr'". There have been reports of the isolation of M. xenopi from the lungs of patients with established AIDS. In a recent series of 36 AIDS patients, Tenholder et al.' report the isolation of M. xenopi from the bronchial washings of four patients. However, none of these isolateswas associatedwith pulmonary disease or dissemination.
The isolation of M. xenopi from a young patient without a history of pre-existing pulmonary disease is unusual. The association of this finding with symptoms and chest X-ray changes suggestive of active mycobaterial infection has not previously been reported as a mode of presentation of HIV infection. Case report An 18-year-old male was admitted with a left scrotal mass which had appeared 10 years previously, causing some dragging sensation and inconvenience. The tumour presented as a soft, spongy, non-pulsating, non-tender, irregularly lobulated mass, 6x3 cm in size, unattached to the testis (Figure 1 ). The overlying skin was thin in some areas and some small distended veins extended from the tumour into it. In the supine position these veins remained distended and the tumour did not disappear. For an alleged diagnosis of varicocele, the left spermatic vein had been ligated the previous year, unaltering the features of the scrotal mass. Based on its appearance, a vascular tumour was diagnosed, which explained the irresponsiveness to the spermatic vein ligation. The patient was reoperated with a direct scrotal approach. The mass was dissected and found to be a nodular, dark blue conglomerate of distended blood vessels measuring 5 x 4 x 0.5 em, unattached to the testis and the spermatic cord, but connected to the perineum by a pedicle containing a relatively large vein. The tumour was excised. The postoperative course was uneventful. The microscopicexamination showed a cavernous haemangioma, consisting of connective tissue admixed with smooth muscle bundles in which many dilated vascular channels were lined mostly by flattened endothelial cells. Some of these spaces contained many erythrocytes, without evidence ofthrombosis ( Figure 2 ). As another relative was observed to have a similar lesion in his arm, the entire family was investigated in detail. A four generation pedigree was obtained and showed that from 169 relatives, 34 (21 males and 13 females) were affected by haemangiomata. However, only our patient had a genital lesion.
Discussion
Cavernous haemangiomata occur mainly in the skin and mucosal membranes, but are also found in various other organs'r', They rarely occur in the genital organs'. Boullaj-' Journal of the Royal Society of Medicine Volume 83 June 1990 403 was the first to report of a scrotal haemangioma in 1851. We were able to collect only 43 such previous descriptions in the literatures-no Most authors agree that cutaneous haemangiomata are congenitaf'". A familial trend of occurrence has already been pointed out for brain and retinal tumours"'". As in these pedigrees, the family we describe showed an autosomal dominant trait, which indicates that cutaneous haemangiomata may also be hereditary.
Scrotal haemangioma is usually a unilateral tumour, involving either side. It may extend to the penis, perineum, thigh or abdominal wall'", When involving the left side of the scrotum and located subcutaneously, there is a striking resemblance to a varicocele". The similar symptomatology and age in which these tumours appear (mainly the first two decades of life), may further mislead, as it happened in our case. Nevertheless, differentiation is possible by the following characteristic features: (a) haemangiomata are firmer than varicocele; (b) they do not empty when the patient is supine and the scrotum is raised; and (c)they are connected to the scrotal skin rather than to the spermatic cord. Other pathologies which must be considered in the differential diagnosis are malignant tumours of the scrotum, testis, epididymis and spermatic cord.
The treatment of choice is total excision of the haemangioma and ligation of the pedicle. Overlying skin must not be excised if uninvolved by the tumour. Excision prevents further growth of the tumour and possible haemorrhage", and the diagnosis may be confirmed histologically. All other treatments -percutaneous suture strangulation, arterial interruption, intravenous steroid medication and local application of solid carbon dioxide or electrofulguration"are obsolete. The prognosis is good, no malignant changes in the scrotal region having been reported.
